all patients asked for greater facilities for improving their communication skills; in other words, they were asking for auditory training. Many also requested improvement in vocational education and in training facilities for technical skills.
Most otologists would agree with these comments and support these suggestions. As far as organization is concerned my own wish would be to see something akin to the Danish system. For a population of five million that country has three State hearing centres and 14 major hearing clinics. These have been described as 'hearing supermarkets'. The total staff of about 30 generally includes two or three doctors, six audiometricians, four teachers of the deaf as well as adequate administrative and secretarial back-up, equipment technicians and research staff. The approximate cost for the rehabilitation of an adult patient is 50 pence per year per head of population. This includes a binaural hearing aid fitting and the necessary auditory training. The approximate cost per patient is £100; this is the equivalent of a short stay in hospital, and it is for a treatment which is likely to last at least five years. The cost compares very favourably with that of treating a patient with a conductive type hearing loss and the result is as good as many tympanoplasty results.
Regrettably, it is not yet possible to provide such a level of service in the United Kingdom. Meantime it is submitted that: (1) Existing resources could be better utilized by closer coordination between NHS departments, local authorities, social services and the Department of Employment, though it needs someone to help interlock these services.
(2) Provision of hearing therapists to give formal classes of instruction and to disseminate information should be promoted. Even one hearing therapist -for adult patients for each hearing aid clinic would change the present situation out of all recognition.
(3) Greater use should be made of schemes such as those obtaining in Weston-super-Mare. (4) Provision of even one consultant session per week to organize and supervise the various facets of care just mentioned would not be outrageously expensive and should be encouraged.
Improvement is unlikely to occur until a definite time can be set aside, separate from consultants' other commitments; until these things become possible slight comfort may be found in the fact that in the field of rehabilitation of the deaf patient Denmark regards Sweden, followed by the UK, as its closest competitors. Miss W Galbraith (Audiology Unit, Royal Ear Hospital, London WCIE6A U)
Problems of Rehabilitation ofthe Deafened Adult
In planning the rehabilitation of the deafened adult, the individual patient's disability must first be assessed. Deafness is a disease which brings psychological, intellectual and practical difficulties to the sufferer. The severity of the handicap, while depending on the degree of loss, cause and associated symptoms, will also be modified by the personality of the patient and the environment in which he lives and works. The aim of treatment must initially be to help him come to terms with the handicap and to develop skills which will alleviate the adverse results of deafness so that he can continue to function within his social and occupational competency.
Psychologically an acquired hearing loss brings an inevitable deterioration in the individual's security and self-esteem. He loses touch with his environment from which, as a normally hearing person, he gained much information. Those sounds within his hearing ability he can no longer locate. His relationship with his fellow human being is affected by his difficulties in understanding the spoken word and his constant request for repetition. He misses the-'aside' which is so much a part of the intimate relationship of husband and wife, parent and child, friend and friend.
He can no longer catch the double bind and above all his problems are often noticed by outsiders long before the patient realizes his hearing is below par.
The totally deafened person will often feel quite disorientated, unable to hear his own footsteps, voice of breathing. The dangers of missing warning sounds are apparent. Where hearing is an essential for the continuation of a job, a deafened person may have to take up an alternative occupation and this is likely to be of an inferior nature to that held previously; this may well produce a sense of failure.
The constant absence of background information as received through the ear will in time result in the elderly cutting himself off from the world, and many older people are diagnosed as senile if their hearing loss is not appreciated. The slowing down of mental processes can affect the deafened person's ability to interpret a doubtful auditory message, and this will give the impression of senility.
Associated disabilities are common with deafness. Patients with vertigo often develop a fear of leaving the house and may therefore be even more cut off socially than by the deafness itself. The majority of the deafened suffer from tinnitus, to a greater or lesser degree. Many patients complain that this is an even more distressing experience than the loss of hearing acuity. In the case of the severely deaf it may not be possible to use an aid of sufficiently high gain to drown the head noises. Indeed, the attempt to ignore this symptom often involves a degree of mental effort which produces a high level of fatigue, and may well interfere with success in developing alternative skills like auditory discrimination and lip reading.
The total effects of all these disabilities vary from patient to patient. At one end of the personality spectrum is the patient who is unable to withstand any stress or strain: to him the sense of failure and inferiority associated with deafness is intolerable, and he may well become aggressive and difficult to help. At the other end is the insecure individual who quickly becomes withdrawn and depressed by his change in circumstances. In between lies the majority of the deafened population who soldier on, becoming gradually isolated both at work and at home, unless they receive some form ofrehabilitation.
From the purely practical point of view, the deafened are indeed handicapped, for the modern world is one of oral information. The use of the public address system in public places; announcements of change of platforms or late arrival of trains, buses and planes; poor enunciation of the public servant; inability to hear the door-bell or knocker or to hear the telephone bell or be able to use it for exchange of information; the mother with young children, unable to hear them cry or to know what they are doing from overhearing their activities: these are situations where the deafened are indeed handicapped. There are, however, an increasing number of gadgets which do help to offset some of these difficulties: the 'light' bell and baby alarm, where lights flash instead of bells ringing; the telephone with the amplifier on the head set. There is a move to introduce the teleprinter phone. A printater pad is an essential for all hard-of-hearing.
The two skills which can be developed by many of the acoustically disabled to compensate, to some degree only, for their poor hearing are lip reading and good auditory discrimination achieved through auditory training. There are, however, limitations to the effectiveness of both.
Lip reading involves the translation of a visual moving pattern into the already understood auditory pattern of the patient's mother tongue. It is difficult for most people to attain any degree of efficiency and practice is frequently required under the guidance of a lip reading teacher. At best not more than 70 % of the English phonemes can be seen; the rest must be gathered from the context and through guesswork. It is as easy to mis-see the word or phrase as it is to mis-hear when one's hearing is below par. Comparatively few teachers are available and there is also a serious deficiency of facilities provided by the health service. Some local authorities provide classes in the further education colleges and we are lucky in London to have such provision at the City Literary Institute. In the provinces there is a dearth of such service.
The success of auditory training also depends on the services of an individual who is skilled in acoustic methods: again, one can obtain this teaching in London, but elsewhere it is virtually unknown. Many hearing aid users do not really make adequate progress in wearing their aids and even when they do, no hard-of-hearing individual can, through wearing an aid, be regarded as a normally hearing person.
Rehabilitation in toto should, in my experience and opinion, be part and parcel of the health service for the deaf, as it is for the physically handicapped. Many more trained personnel will be needed in order to provide such a service for one of the worst of handicaps.
Meeting 7 February
The following short papers were read: The meeting is to be reported in the Journal ofLaryngology and Otology
